
The symptoms of suppurating fibroids are not dis¬
tinctive, except that the pain is likely to change from
the usual dull, dragging pain to that of a sticking char¬
acter. The process is evidently not sudden, as is indi¬
cated by the time elapsing between the first signs of
fibroid and the development of the infection. Diagno¬
sis, therefore, is not always possible. In some instances
there may be a rapid increase in the size of the tumor
accompanied by local tenderness, fever, night sweats
and possibly a discharge of pus from the vagina,
together with emaciation and signs of general septice¬
mia. A high leukocyte count in connection with these
symptoms in the presence of what appears to be a
fibroid should suggest a suppurating tumor, since it is
well known that leukocytosis is not a feature of the
ordinary myoma uteri.
The prognosis of suppurating fibroids is grave, and

its gravity is further increased by the complications
that may arise, as well as by the depleted condition of
the patient when she comes to op¬
eration. A study of the literature
shows that these infected fibroids
frequently rupture into the peri¬
toneal cavity ; or they may break
away from the pedicle of the
tumor and are then found free in
the abdominal cavity ; or they may
rupture through the posterior vag¬
inal wall, the intestine or the blad¬
der ; or they may become organized
and inspissated. These possibilities
naturally add to the mortality,
which is high.

Basso 6 estimates the death rate
at 50 per cent. ; Berger 16 reports
twenty-three cases with sixteen
deaths, or 70 per cent, mortality.
His cases, however, were all re¬
lated to pregnancy and parturition,
which contribute to the gravity of
the condition. Kelly and Cullen "'

reported eleven cases with three
deaths, a mortality of 27 per cent.
This reduction is no doubt due to
improvement in surgical technic
and treatment.

The treatment of suppurating
myomas is essentially surgical, and
too much emphasis cannot be laid on the importance of
early surgical interference before complications have a
chance to develop. Prognosis also is naturally more
favorable if the tumor is small and nonadherent and
can be removed in toto without danger of rupture and
spread of its contents during operation.
In case of pregnancy complicated by myoma uteri,

it is important to lay more than usual stress on aseptic
precautions during pregnancy, at parturition and after¬
ward, and to remove the fibroma as early as is safe
after the termination of pregnancy.

As a rule, hysterectomy, total or subtotal, is the
operation indicated, with suitable drainage.17

16. Berger, G.: Suppuration des fibromes au cours de la puerp\l=e'\ralit\l=e'\,
Th\l=e`\sede Paris, 1907.

17. In addtion to the references already given, the following will be
found of interest:

Blacker. G.: A Suppurating Fibroid Tumor of the Uterus, Tr. Obst.
Soc. London 49: 100, 1907.
Bonfils, E.: Contribution a l'\l=e'\tudede la suppuration des fibro-

myomes de l'ut\l=e'\rus,Th\l=e`\sede Montpellier, 1910.
Delage, J., and Ganjoux. E.: Sur la suppuration des fibromes de

l'ut\l=e'\rus,Gaz. d. h\l=o^\p.80: 591, 1907.
Van Orden: Suppurating Fibroid Due to a Criminal Abortion, Am.

J. Obst. 68: 99, 1913.

AN OPERATION FOR TUBERCULOSIS
OF THE WRIST

LEONARD W. ELY, M.D.
SAN FRANCISCO

Ten years ago, as the result of careful clinical and
laboratory investigation, I laid down as a cardinal rule
that the proper way to cure a tuberculous joint in the
adult was to destroy it.1 Up to that time the only
theory of operation was to remove as much tubercu-
lous tissue as possible.

Since my original article was published, I have con-
tinued my investigations, and on numerous occasions
have called attention to this cardinal rule, emphasizing
and amplifying it as time went by.2 The operation
described here shows how the theory may be applied
successfully to a most intractable form of joint tuber-
culosis.

Fig. 1.—Graft running between base of third
metacarpal and end of radius.

THE OPERATION
A longitudinal incision, 8 or 10

cm. long, runs from the middle of
the third metacarpal bone to a

point about 4 cm. proximal to the
articular surface of the radius,
passing over the wrist at about its
middle. The incision is deepened,
and the extensor tendons are re-

tracted. The periosteum over the
proximal end of the third metacar¬
pal and that over the distal end
of the radius is incised for about
2 cm., and stripped back.
With a motor saw, two parallel

cuts about 5 cm. long and 5 -mm.

apart are made, through the wrist
joint, into the radius and the third
metacarpal, running into each bone
for the distance of a centimeter.
A graft is removed from the an-
teromedial cortex of the tibia mea¬

suring about 4 by 0.5 cm., and is
fitted into the groove. When the
wrist is forced into superextension
the graft locks fast. The graft is
sutured in place, and the skin is
closed. After the application of a
sterile dressing the forearm and-

hand are put up in plaster of Paris, with the fingers and
thumb free, and with the wrist in superextension. The
superextension not only locks the graft in place, but
improves function in the hand when the wrist becomes
ankylosed. It also serves the purpose of approximating
the radius and metacarpus. In a diseased wrist it
brings them almost into apposition.
Considerable swelling of the fingers may be looked

for after the operation, but need cause no anxiety if
the plaster dressings have been slit up.
The plaster gauntlet remains on for about three

months, the patient moving his fingers and thumb as
much as possible meanwhile.
The result is a useful hand, possessing as much rota¬

tion as before the operation, and with excellent power
in the fingers and thumb.

1. Fly, L. W.: Surg., Gynec. & Obst., 10: 561, 1910.
2. Ely, L. W.: Joint Tuberculosis, New York, William Wood & Co.,

1911; California State J. Med. 13: 286, 1915; Med. Rec. 78: 147,
1910; Berlin klin. Wchnschr. 50: 256, 1913; ibid. 47: 2062, 1910;
New York M. J. 6: 783, 1915; New York State M. J. 10: 273, 1910;
The Three Rules of Treatment in Adult Joint Tuberculosis, J. A. M. A.
58: 534 (Feb. 24) 1912; Diseases of Bones and Joints, New York, 1910.
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REPORT OF CASES
Case 1.—A. W., aged 12 years, schoolboy, with a tubercu¬

lous family history, was brought to the Stanford Clinic, Aug.
26, 1916, on account of pain in his left wrist, which had been
present for two weeks. The examination of the joint was
negative, and an external application was prescribed. Two
months later he was brought again for the same complaint,
and a tentative diagnosis of tuberculosis was made by the
attending surgeon, though the history does not reveal the data
on which the diagnosis was made.
November 4, a roentgenogram disclosed "marked deminerali-

zation of the left carpal bones," and the diagnosis read
"probable tuberculosis." A plaster-of-Paris splint was applied.
November 25, the first mention of swelling was made. From
this date forward the immobilization was continued, rein¬
forced by heliotherapy.
June 8, 1918, plaster of Paris was discontinued.
Aug. 7, 1918, there was no pain. The wrist was rather

swollen, and the hand was adducted. There seemed to be
some active inflammation. A fair amount of flexion and
extension was present, about 40 degrees, and rotation was
virtually normal. A new plaster-of-Paris gauntlet was applied
with the thumb and fingers free, and the wrist in slight super-
extension.
The plaster-of-Paris gauntlets were continued for another

year.
Aug. 25, 1919, operation, as described above, was performed.

The carpal bones were found irregular and friable. The
radius could be cut with a knife, and the synovial membrane
was thickened. A plaster-of-Paris gauntlet was applied, with
the wrist in superextension. The material removed from the
wrist was ground up and injected into a guinea-pig. The
results were positive for tuberculosis. Microscopic examina¬
tion of the bones and soft parts did not reveal tuberculous

Fig. 2 (Case 1).—Anteroposterior view nine months after operation.
The graft has increased decidedly in thickness, and its structure blends
with that of the receiving bone.

tissue. Immobilization was continued until November 25, the
patient meanwhile improving in his general condition.
May 22, 1920, the patient was seen at his place of business,

where he is working as a bank clerk. The wrist was appar¬
ently well, and had been since the last note. It was firmly
ankylosed in an attitude of slight superextension. Flexion

and extension were absent; rotation was perfect. The patient
swam and indulged in any exercise he fancied. He was now

16 years of age, and in excellent physical condition.
July 2, bony union was evident. The wrist apparently was

well. The roentgenogram disclosed fusion of the graft with
the receiving bones. The patient was in excellent physical
condition.

Fig. 3 (Case 2).—Anteroposterior view taken about nine months after
operation. As in Case 1, the graft has increased decidedly in thickness,
and its structure blends with that of the receiving bone.

Case 2.—M. S., a woman, aged 22, a laundry worker, com¬

plained of a sore wrist Sept. 8, 1919, which sht had had for
nine years and which she attributed to a fall. Examination
revealed slight bowing of the lower end of the forearm.
Motion was markedly restricted in flexion, extension and
supination, and moderately in pronation. The hand was

atrophied, the finger motions were free. A roentgenogram
revealed "old destructive arthritis."
September 13, operation, as described above, was per¬

formed. The saw slipped and lacerated badly the common
extensor tendons of the fingers. They were united with silk
sutures. Material from the wrist was sent to the laboratory
for examination.
September 14, edema and cyanosis of the fingers necessi¬

tated slitting the gauntlet, and the superextension was lost.
The wound healed by first intention, but the pain and disa¬

bility in the fingers, in spite of early and persistent motion,
were so severe that two operations were necessary on the
damaged tendons. At the first, Dec. IS, 1919, they were
found closely adherent to the surrounding structures. They
were dissected free and were enclosed in a tube of fascia lata.
Subsequent active and passive motions were begun early.
Feb. 23 1920, the tendons were again dissected free. They

proved tightly adherent to the fasciai tube, and this to the
carpus and the subcutaneous tissues. It was dissected off.
February 24, active and passive motions were begun.
February 25, electrical stimulation of the common extensor

was begun.
The active and passive motions and the electrical stimula¬

tion were kept up for two months with good results.
June 24, the patient said the wrist was well. She had no

pain, and did heavy work. The joint was stiff in line with
the forearm. Supination was slightly restricted, pronation
somewhat more so. The arc of rotation was approximately
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half normal. Motion in the interphalangeal joints was nor¬
mal, but in the metacarpophalangeal joints was somewhat
restricted. The thumb was free. The limitation was appar¬
ently due to adhesions of the tendons with the deep tissues.
There was marked bony thickening at the site of the graft.
A roentgenogram was taken.
The guinea-pig test with material from the wrist was nega¬

tive. Microscopic examination of some of the bone removed
disclosed typical bone tuberculosis.

PARAFFINOMA AND WAX CANCER

BENJAMIN FRANKLIN DAVIS, Ph.D., M.D.
Surgeon, Academy of Clinical Medicine

DULUTH, MINN.

REPORT OF CASE
A woman, aged 30, referred by Dr. Oliver Ormsby in.

June, 1918, had become annoyed in June, 1916, by a couple of
small moles of approximately symmetrical location on each
cheek. These had been removed by electrolysis, leaving
small, depressed scars. Paraffin had then been injected by
a so-called beauty specialist to fill out the depressions;
the immediate results were so pleasing that several small
wrinkles on each cheek had also been filled out at sub-
sequent sittings. In about a year the site of the injections
became slightly swollen, indurated, and assumed a dusky
red color. The induration and discoloration gradually spread
to involve the greater part of each cheek lying between
the angle of the mouth anteriorly, the zygoma above, the
anterior border of the masseter muscle posteriorly, and
the mandibular margin below. It became impossible to
open the mouth more than one-half inch. The induration
transformed the smooth convexity of the cheeks which had

Fig. 1.—One week after the first step of the operation on the right
cheek; the arm held in place by a plaster cast. On the left cheek the
paraffinoma, ulcerating at a point just beneath the zygoma, is well seen.

immediately followed the paraffin injections into pronounced
concavities. At frequent intervals the lesions became the seat
of mild suppurative processes associated with the extrusion

From the Department of Surgery of Rush Medical College,
Chicago.

of minute particles resembling paraffin; these would leave
small ulcers which would crust over, heal, and again break
down, so that there was an almost constant discharge from
areas involved. The .patient became adept in the art of mak¬
ing up ; and by filling the depressions with a half inch of
some cosmetic she was able to present passable features ;
once made up, however, any disturbance of the immobilization
of the face affected the complexion disastrously.

Fig. 2.—Section from a paraffinoma. Note cellular infiltration about
islands of paraffin and foreign body giant cells.

When first seen by Dr. Ormsby, the condition was as just
described. The blood Wassermann test was positive. The
patient was referred to me for surgical treatment. In view
of the positive Wassermann test it was deemed wise to defer
operation pending the results of vigorous antisyphilitic treat¬
ment. The Wassermann test became negative in three
months ; six months later the patient entered the Presbyterian
Hospital of Chicago for surgical treatment. There had been
no appreciable local change resulting from the antisyphilitic
treatment.
There were three reasons for operating: to (1) reduce dis¬

figurement ; (2) increase the mobility of the mandible, and
(3) forestall epithelioma. The treatment adopted was com¬
plete excision of involved tissue and substitution of a flap of
skin and fat from the arm, one side at a time. This involved
four different operations. At the first operation, the lesion
on the right cheek was excised, the dissection being carried
to the mucous membrane at one point ; the right arm was
brought up over the head and a pedicled flap from the arm
stitched into the cheek defect (Fig. 1). The position of the
arm was maintained by a plaster cast for two weeks when,
under gas-oxygen anesthesia, the cast was removed, the
pedicle of the flap cut, and the arm brought down to the side.
The stump of the transplant on the cheek was then sutured
in position. Ten days later the procedure was repeated on
the opposite side. Healing in each instance was uneventful.
The result when the patient was last seen, that is, eight
months after operation, was a decided success from the
standpoint of each of the three objectives of treatment.

CLINICAL PATHOLOGY OF SKIN LESIONS FROM
PROLONGED EXPOSURE TO PARAFFIN

The skin lesions resulting from prolonged exposure
to paraffin vary with the susceptibility of the individual
to paraffin irritation, and inversely with the degree of
purity of the paraffin. In 1914,1 in summarizing the

1. Davis, B. F.: Paraffin Cancer, J. A. M. A. 62: 1716 (May 30)1914.
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